Introduction: Perineal pain is multifactorial in nature. Gynaecological consultation is the first point of contact in females with perineal pain for diagnosis and treatment. Case description: Three females above 60 years presented with non-radiating perineal pain and bladder disturbance. Magnetic resonance imaging revealed severe L5 S1 dural compression, which was released by posterior laminectomy. Patients felt relief in perineal pain, though bladder symptoms persisted for several months. Conclusion: Sacral roots compression leading to pain along pudendal nerve distribution may present with cauda equina symptoms with pain radiating to legs. Awareness of this condition can prevent the delay and lead to better prognosis after the surgery.
Introduction
Perineal pain has many reasons and most elderly females present repeatedly in gynaecology outpatient department for treatment of the same. Many young ladies who had vaginal delivery with episiotomy assume that the episiotomy scar is causing the pain and seek gynaecological consultation without much relief. 1, 2 Occasionally, vulvar pathology may be the aetiology of such pains. 3, 4 Pathologies of anal canal and pelvic nerve compression may also cause perineal pain where general surgeons come to rescue. 5 Rarely, medical reasons like multiple sclerosis may cause perineal pain. 6 Here, we report a series of three such patients who presented to gynaecology outpatient department with severe perineal pain, and final diagnosis of spinal canal stenosis was made after multidisciplinary approach. All three patients needed subsequent surgical decompression by a spine surgeon.
Case description

Patient 1
A 66-year-old female presented with history of severe perineal pain associated with difficulty in passing urine for last 2 weeks. She had an uneventful vaginal delivery 42 years ago. Her per speculum and per vaginum examination were normal and per rectal examination did not reveal any pathology. On abdominal and pelvic ultrasound, no aetiology for her pain could be identified. A magnetic resonance imaging (MRI) LS spine was done which revealed severe stenosis at the L5 S1 disc levels ( Figure 1 ). A spine surgeon was then consulted. The patient had no complaints in form of leg pain or motor weakness except perineal pain and difficulty in passing urine. Her post-void residual volume was 250 mL. The patient was then catheterized with no relief in perineal pain. A surgical decompression was performed which brought the patient significant immediate post-procedure pain relief. The patient was advised intermittent self-catheterization and her bladder hesitancy recovered over the next 1 year.
Patient 2
A 76-year-old female presented with a history of severe perineal pain for 1 week duration. She had been taking analgesics prescribed by general practitioners, but was not relieved. On history, she revealed use of the Crede's manoeuvre to expel urine. On local examination, she had an incidental finding of second-degree utero-cervical descent. Her abdominal ultrasound was normal. An MRI revealed severe compression at the level of L5 S1 (Figure 2 ) when a spine surgeon was consulted. A decompression surgery was performed, which immediately relieved most of her perineal pain, and she was completely relieved of pain over next 3 months. She complained of perianal paraesthesia, which improved over next 10 months. Bladder dysfunction improved over the next year and patient discontinued self-catheterization once post-void residual urine was less than 30 mL.
Patient 3
A 72-year-old female presented with complaints of severe perineal pain aggravating on sitting or lying down and bladder hesitancy. Her per vaginum and per rectal examination were normal. No abnormality was seen on abdominal and pelvic ultrasound. An MRI revealed severe compression at the level of L5 S1 (Figure 3) . The stenosis was decompressed by posterior laminectomy and the patient experienced symptomatic relief from her perineal pain immediately in post-operative period. Her bladder hesitancy improved over next 10 months, and she discontinued her self-catheterization once post-void urine was less than 30 mL.
Discussion
The perineum is supplied by the pudendal nerve, which is formed after the S2-4 roots combine on both sides. This nerve enters the pelvis through lesser sciatic foramen to supply clitoris, labia and perianal skin 7 (Figure 4) . It also supplies the pelvic muscles. It is commonly injured during delivery or surgical procedures. 8, 9 Occasionally, pudendal nerve entrapment can cause symptoms of perineal pain. 10 Sometimes, presacral tumours cause pudendal nerve damage. 5 A severe compression at L5 S1 level can lead to compression of the S1 and lower roots. The S1 root pressure leads to radiating pain going down to legs. 11 However, if compression of dura is mostly central in nature and the S1 root escapes compression in the lateral recess, then patient experiences symptoms of pudendal nerve pressure like perineal pain and occasional bladder control problems. Furthermore, intradural and extradural anatomical variations of nerve roots in lumbar and sacral canal can result in unusual clinical picture of perianal pain without radiating leg pain. 12, 13 Surgical decompression by laminectomy releases the thecal sac and decompresses the roots, leading to relief. The bladder nerves are more difficult to recover and may take several months depending on the severity of the symptoms and duration of compression prior to intervention. 14, 15 Oh et al. reported a rare case report of scrotal and perianal claudication without any leg pain in a 63-year-old male with severe central spinal canal stenosis L4/5. His pain increased on walking and was relieved at rest. It improved postoperatively after decompression. 16 Occasionally, perianal numbness continues after surgery despite relief of pain. This is also a cause of distress, until it recovers over the subsequent months. Similar symptoms can be experienced by patients with vulvar and clitoral diseases. Age-related urinary incontinence along with common vulvar problems can be difficult to diagnose and treat when due to more obscure aetiologies. A delay in considering non-gynaecologic aetiologies and referral to a spine surgeon for decompression when stenosis is identified can lead to a poorer prognosis of bladder recovery and perineal paresthesias. 17 Hence, if perineal pain is severe, not relieved by mild analgesics and if combined with bladder symptoms like hesitancy, dribbling or inability to pass urine, an MRI of lower lumbar spine should be taken to rule out sacral nerve root compression.
Conclusion
Clinical presentation of perineal pain with bladder symptoms should be evaluated for lumbosacral compression. Early decompression in such cases is important for relief of bladder symptoms and perineal pain. Delayed diagnosis may lead to incomplete recovery of bladder control.
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